The first documented case was probably that described in 1936 by Zeisler and Becker,4 who presented a 24 year old woman with lentiginosis and pectus carinatum to the American Dermatology Association. Photographs show hypertelorism and ptosis. In 1966 Walther et ar described a family with ECG abnormalities, systolic murmurs, and lentiginosis. In 1968 Matthews6 described lentigo with electrocardiographic changes. In 1972, after the 1969 publication of Gorlin et a!' established the condition as a distinct entity, Polani and Moynahan79 re-reported a sibship previously reported by themselves in an article involving eight patients in a total of six families. In 1975, Voron et Expressivity is highly variable. Many of the families reported are discordant, particularly for the cardiac manifestations.
Case reports (table 1) Case 1 presented with HOCM following the discovery of a murmur in infancy. Long term propranolol was prescribed and apart from the development of mild right ventricular outflow tract obstruction he has remained haemodynamically stable. The pulmonary valve was normal on echocardiography. At the age of 2 years he developed dark lentigines diffusely over his whole body, including his scalp, palms, and soles. Relative sparing of his back was noted. There was no involvement of fundi or mucous membranes. The anterior fontanelle closed late (at 2 years of age). He had severe unilateral right nerve deafness with normal hearing on the left. When last reviewed at 9 years, he was noted to have mandibular prognathism, mild ptosis, posteriorly rotated ears, anteverted nares, mild joint hypermobility, winged scapulae, and hypertelorism with both the inner and outer canthal distances being on the 90th centile. He also had pectus excavatum (fig 2A) .
His parents had a previous child who died at birth. The cause of death was thought to have been cardiac in origin but necropsy was not performed and there was no further information. There was no family history of lentigines but his father's height was on the 3rd centile and he had downward slanting, wide set eyes with mild ptosis. He had a triangular face and a small jaw and he too had a sternal depression. He had a normal echocardiogram. The authors were recently consulted by a family with NAME syndrome who were misassigned as LEOPARD syndrome until routine cardiac follow up showed an atrial myxoma. Several features of LEOPARD syndrome were noticed in those who had lentigines; these included sensorineural deafness, valvular pulmonary stenosis, innocent heart murmurs, winged scapulae, glandular hypospadias, cafe au lait patches, moderate learning difficulties, hypermobile joints, kyphoscoliosis, pectus excavatum, and prognathism.
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